Abstract -Aims: A single case study of alcohol withdrawal through monitored alcohol consumption in a hostel resident. Method: A standard dose of cider was given when the client requested, and had a lower breath alcohol concentration than when he took his previous dose of cider. Results: Abstinence was uneventfully achieved on two separate occasions each taking only 2 days. Conclusions: Withdrawal from alcohol through monitored alcohol consumption is a potentially effective and rapid procedure, but the limits of its appropriate use have not been established.
INTRODUCTION
A variety of medications have been tested for alcohol detoxification (Mayo-Smith, 1997; Williams and McBride, 1998) and there are accounts of unmedicated detoxification (O'Briant, 1975; Whitfield et al., 1978; Shaw et al., 1981; McGovern, 1983) . Whilst 'gradual weaning' from alcohol commanded support in the 18th and early 19th centuries (Porter, 1985) , by the mid-19th century the Temperance movement had developed a strong influence on the conceptualization of habitual drunkenness and had widened its focus of condemnation from spirit drinking to demonizing all alcoholic beverages, thus making 'gradual weaning' increasingly difficult to advocate as a helpful or justifiable intervention. A search (MedLine, EmBase, Psycinfo, Cochrane, DARE) revealed only two recent reports in the addictions literature concerning the use of alcohol to detoxify people from alcohol (Faillace et al., 1972; Funderburk et al., 1978) , although there are reports in other medical specialities (Hansbrough et al., 1984; Craft et al., 1994; Spies and Dubisz, 1995) .
The 20th century construct of alcoholism, characterized by impaired control over drinking, has been challenged (Heather and Robertson, 1981) , but still pervades the alcohol treatment field. It predicts that using alcohol for alcohol withdrawal is irresponsible and doomed to failure. In the present report, we demonstrate the successful withdrawal from alcohol of a subject by using monitored alcohol consumption.
CASE HISTORY
A 28-year-old male living in a hostel for homeless people with alcohol problems asked staff for chlordiazepoxide. He had a 10-year history of extreme alcohol-related problems including withdrawal symptoms of morning tremulousness, sweating, nausea and vomiting, but not alcohol-induced seizures. Benzodiazepines for withdrawal had been prescribed for him on numerous occasions, but had not enabled him to achieve prolonged abstinence from alcohol.
At the time he presented, he was consuming up to 6 l of strong cider daily and experiencing withdrawal symptoms on waking-up. The hostel employs trained nursing staff, with close links to local specialist alcohol services. It supports sobriety, but is not a 'dry house', and encourages residents to restrict their levels of intoxication. The staff became aware that the resident had a large store of cider in his bedroom and suspected that he intended to drink heavily before medication could be arranged. Consistent with their restriction of levels of drunkenness, they suggested he drink his cider more slowly that day. He was receptive to this advice.
Procedures and results
He gave his supply of cider to the staff on the morning of the first day and without objective signs of alcohol withdrawal, at a breath alcohol concentration (BrAC) of 110 µg/100 ml, and was given 275 ml of 7.5% ABV cider. The staff judged that, to wait for the emergence of withdrawal symptoms, or even delay the first dose of cider at all, would probably result in demands for all the cider to be returned. Thereafter he repeatedly requested cider and 275 ml was given on occasions when his BrAC (Table 1) had declined by any measurable amount since his last drink (the breathalyser measured in 1 µg/100 ml increments). The interval between glasses of cider varied but averaged ~2 h, and the staff's efforts to build in some delays to rebreathalysing resulted in variable incremental falls in BrAC between drinks. To avoid onset of withdrawal symptoms during the night, the patient was given 1 l of cider before going to bed. He enjoyed being breathalysed and was interested to see if his BrAC had fallen. He breathalysed negative at the start of the third day, and was not exhibiting alcohol withdrawal symptoms. He was therefore given no further cider and congratulated on completing his detoxification. The staff noted his disappointment that the detoxification had finished and feared that he would immediately restart drinking cider. However, with support he remained abstinent from alcohol for 5 months.
At 5 months, having relapsed into drinking up to 6 l of cider daily, for 1 week, he requested a further alcohol detoxification using alcohol. This time the detoxification was started on the basis that he willingly provided the alcohol, and was also completed successfully from a higher starting BrAC (205 µg/ 100 ml) in 2 days. He remained sober for the next 3 months.
DISCUSSION
Patients who relapse into consistent heavy drinking associated with withdrawal symptoms sometimes believe that withdrawal from alcohol can only be achieved with medication. In practice, their drinking behaviour includes continual variation in rate and quantity of consumption which is reflected in varying levels of BrAC and degrees of intoxication or withdrawal. But whilst one day's drinking may represent a modest reduction, compared to the previous day, it is difficult to motivate such patients to reduce gradually on a day-by-day basis, and avoid severe discomfort until sobriety is achieved. When relapse occurs with the expectation that further medication will be prescribed on request, the experience of medicated detoxification may seem to be encouraging a repeated pattern of episodic binge drinking and medicating.
Alcohol withdrawal with alcohol empowers the client, because it achieves a desired goal through a process that makes obvious the importance of the client's own choice to stop drinking. It demystifies and demedicalizes the process of stopping drinking. The experience of the present case study is that the structure and monitoring were essential to the client's motivation and compliance. We doubt that similar levels of nursing supervision could be achieved in most hostels, so this probably does not represent a widely applicable therapeutic approach for this difficult-to-treat population. An alcohol detoxification ward could provide the environment and resources to best evaluate the use of alcohol as a detoxification agent, but this too presents problems, perhaps in particular the acceptability to other patients. Additionally, the dangers specific to the detoxification process remain scarcely evaluated, and drinkers with a variety of physical complications and behavioural disturbances may be unsuitable for an alcohol detoxification using alcohol. Dolinsky and Babor (1997) concluded that there is no evidence of long-term harm from 'ethanol administration research involving alcoholics as human subjects', and suggested an ethical framework for future clinical work. Their conclusions are based on a review of the administration of alcohol in a wide variety of research designs and treatments; but they make reference to only one study of alcohol withdrawal using alcohol. Nevertheless, their conclusions and our experience in the present study should help allay fears that administration of alcohol to such individuals might lead to more drinking in the future. This removes the major barrier to research into the use of monitored alcohol consumption to achieve withdrawal from alcohol. 
